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SIGMUND FREUD 


At midnight, September 23-24, 1939, Sigmund Freud died in London 
in his eighty-fourth year. His death came as a great relief to those 
who knew how the cancer which had afflicted him for sixteen years 
and which had necessitated operation after operation and caused him 
constant unalleviated pain had within recent months extended beyond 
the reach of surgical or radiological relief. It is an eloquent, though 
incidental, testimony to the heroic qualities of the man that during 
all this period his only medication was an occasional tablet of aspirin. 
Only within the last few hours of his life was any morphine admin- 
istered, and despite incredible suffering, to which was added the 
sorrow of exile and the loss of many friends, he had continued to see 
his patients and to work on his manuscripts until a few weeks before 
his death. 

The solemn magnificence of this brave and losing battle of an 
indomitable spirit with an inexorable physical process reflects at the 
same time the theme and the vitality of his life-work. His greatest 
concept was that of the instinctual conflict between the will to live 
and the wish to die, the life forces and the death forces. In his early 
years he passed productively and brilliantly through the phase of 
laboratory interests and then through that of clinical medicine (neu- 
rology), and made great and lasting discoveries in each of these 
fields. But he was not satisfied with these; he became interested in 
the more fundamental factors that served to determine not only dis- 
ease but health, not only symptoms but behavior, not only pain, but 
sorrow. And for the next three decades of his life he studied the 
phenomena of what he later called the life instinct, which shows 
itself most directly in the impulse to love and to reproduce. For this 
he was reproached and ridiculed by those many for whom the con- 
ventional attitudes of hypocrisy, prudery, and salaciousness impelled 
the relegation of sexuality to the role of a dirty and inconsequential 
incident of unfortunate biological necessity. When as the result of 
indefatigable patience and unflinching courage he had gained for his 
views the recognition and acceptance of scientific leaders, he turned 
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to the consideration of the malignant force which battles against 
this life instinct. Man, he said, is his own worst enemy; warring 
constantly against the instinct to live and to let live, to love and to 
create, is an instinct which has as its object the return to inorganic 
insensibilicy; ic is this instinct in the direction of death from which 
arise our hates, our bitterness, our suffering, our sicknesses, and our 
demise. This concept of hate aroused the same resistances and 
refutations as had his earlier concept of love, despite such frightful 
confirmations of it as the activities of the Third Reich. 

It is a presumptuous thing to comment on the life of a genius upon 
the occasion of his death. Freud is not a man about whom one can 
write a few casual words, a few comments of praise, a few notes of 
criticism and feel that an appropriate gesture has been made to his 
passing. For Freud was not an ordinary man; he was not an ordinary 
scientist. He was so nearly unique an individual that it is difficult 
to find anyone with whom to compare him. No one in the field of 
psychology ever attained to a fraction of his stature. Among medical 
scientists almost none can be said to have approached him in brilliancy, 
originality, or influence upon medical practice. Perhaps no other 
one individual in the field of science lived to see the thinking of the 
entire world so profoundly modified by his discoveries within his 
lifetime as did Freud. Galileo, Dalton, Lavoisier, Darwin, these 
and others contributed discoveries which greatly modified our think- 
ing and our ways of living, but the effect was more gradual in its 
permeation. For not only medical science and psychological science 
and sociological science, but literature, art, anthropology, pedagogy, 
and even popular speech show the influence of Freud's discoveries 
and show them in unmistakable terms. 

All that Freud did stems from one simple discovery, a discovery 
based on knowledge which many had possessed before him. This was 
the knowledge that beneath the surface manifestations of human life 
there are deeper motives and feelings and purposes which the individual 
conceals not only from others but even from himself. Freud discovered 
a method for ascertaining and eliciting this hidden material; he called 
this method psychoanalysis. By means of it he and many others 
working with him gradually accumulated a considerable body of 
systematic knowledge about the unconscious processes of the human 
personality; this body of knowledge is also called psychoanalysis. 
It is psychoanalysis in the former sense which trained physicians use 
for the relief of suffering and maladaptation in their patients, and for 
further research in the study of personality. It is psychoanalysis in 
the latter sense which has come to modify the trends of literature, 
science and philosophy. 

It was from the fruit of his methodological discovery that Freud 
learned to understand technically, and hence usefully, the concept of 
ambivalence—although as a matter of fact this particular word was 
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not coined by him. He became able to understand and to help others 
to understand that just as back of life there is always death, so back 
of professed love there is always some hate and back of professed hate 
always some love. More clearly than anyone else he saw how stal- 
wartly the human mind defends itself against the acceptance of un- 
pleasant truth. This helped him to be tolerant in the face of the 
ridicule, the misrepresentation, the distortion, the bitter and un- 
scientific refutation of his theories which they initially aroused 
throughout the world. He reminded himself and his students that 
all scientific discoveries which diminish the feeling of self-importance 
in mankind stimulate resentment and incredulity. And so, were he 
alive, he would not be dismayed by the astounding ambivalence 
revealed in some of the contemporary comments upon his life. It 
would neither surprise nor disturb him that a great newspaper (the 
New York Times) should have published—on September 25, 1939 
an editorial ostensibly commemorating his death but actually vilify- 
ing him, misrepresenting him, speaking of ‘‘his colossal self-satisfaction 
and his natural intellectual arrogance,"’ declaring with pompous in- 
accuracy “that psychiatrists still dismiss him as unscientific,’’ fla- 
grantly misrepresenting the facts about his last published book, and 
ending with the awkward and dubious compliment that he ‘‘was the 
most effective disturber of complacency in our time.”’ 

It is true that Freud was never happy in his feeling toward America, 
and even his best friends, many of whom were Americans, were never 
able to fully understand it or to alter it. He felt that we were charac- 
terized by an ‘unthinking optimism and a shallow activity.’ He was 
always suspicious of the popularity his theories and techniques ac- 
quired in this country. It is an ironic paradox that America should 
today be the country in which his theories are best known and most 
widely accepted. This is true not only of the general public but of 
medical scientists. 

Sigmund Freud finally succumbed to death after many years spent 
in deflecting it from others. He was subject to prejudices and com- 
plexes although he spent his life in eliminating them from others. 
But these things do not detract from his greatness; indeed, it can be 
fairly said that he gave evidence of fewer prejudices and fewer com- 
plexes than most men, just as he retained his grasp on life longer than 
most men. What cannot be conveyed in words is Freud's ineffable 
modesty and gentleness and essential sweetness of character, for he 
had the qualities of the true scientist, and he never for one moment 
forgot that he was only a passing observer. To the eternal blessing 
of the human race, his sharp eyes and his great mind made his ob- 
servations uniquely effulgent. 

K. A. M. 


Reprinted by permission from The Nation, 
October 7, 1939. 
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INTERMITTENT EXTRASYSTOLE DIRECTLY ASSOCIATED 
WITH EMOTIONAL CONFLICT: A CASE REPORT 


By Lewis Guntuer, M.D. 


Cedars of Lebanon Hospital, Los Angeles, California 
AND 


Kart A. Mennincer, M.D. 


An electrocardiographic recording of an arrhythmia and extrasystole 
directly connected with emotional stimuli and susceptible to proof 
by experimental reproduction was felt to be worthy of a report. 

The patient, an attractive, well dressed woman of 31, presented 
herself at the office of one of the authors (L.G.) complaining of *‘heart 
trouble.”’ 

Uncil four years prior to this interview she had regarded herself as 
entirely well. At that time she had married. 

Ic was shortly after her marriage that she experienced the first of 
what she called her “‘attacks.’" Shortly after retiring and while lying 
quietly in bed she would become aware of flatulence and then of pal- 
pication. She would describe her heart as beating strongly and 
rapidly. After about ten minutes this would cease and she would 
fall asleep. 

Six months after marriage she became pregnant. She was well 
during the pregnancy except that these ‘‘attacks’’ continued and she 
became increasingly worried over what she regarded as a “‘heart 
condition.’" No difficulty with her heart was discovered at the time 
of delivery. 

About a year after the birth of her child she first noticed what she 
herself describes as “‘skipped beats.’" At first these occurred only 
upon retiring in connection with the attacks above mentioned, but 
later she would awaken in the middle of the night and notice the 
same thing. Still later she was able to detect a changed rhythm during 
the day although not all the time. 

She worried more and more about her heart and feared that she might 
die suddenly. She consulted several physicians all of whom told her 
they could find nothing wrong with her heart. This did not allay 
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her anxiety, however, because both the attacks and irregularity 
continued. 


FIRST EXAMINATION 


The patient gave the above story together with some family and 
earlier history, which was not considered relevant, in a clear, coherent 
manner with appropriate emotion. She seemed restless, worried, 
nervous, but in no way emotional or ‘‘hysterical."’ Physically, she 
can be described as looking her age, with fair complexion, warm, 
moist skin, slightly enlarged tonsils, normal breath sounds, and with 
no striking structural pathology of the body. The peripheral vessels 
were soft. The systolic blood pressure ranged from 120 to 130 and 
the diastolic was found regularly around 8o. 

» The apex impulse was felt inside the mid-clavicular line in the 5th 
interspace. Thrills were absent. The left border of dullness was 
inside the mid-clavicular line and corresponded to the location of the 
apex impulse. The supra-cardiac area of superficial dullness was not 
enlarged. The base was not broadened. The rhythm was regular. 
The first sound at the apex was loud and the second sound was soft 
and muscular but preceded by a valvular click. A soft blowing 
systolic murmur was heard confined to the apex and was accentuated 
by respiration. The murmur and the quality of the apical heart 
sounds did not change with changes in position. The second aortic 
and second pulmonic sounds were equal and neither was accentuated. 


PELVIC EXAMINATION 


The patient was prepared for a pelvic examination as a matter of 
routine. Certain complications developed, however, which are 
essential to the report of the case. A female assistant had already 
placed the patient on the table and arranged the sheet for the pelvic 
examination. As the examiner entered the room and walked toward 
the table to perform the examination the patient cried out, “Doctor, 
I am having a heart attack!"’ Instead of making the pelvic examina- 
tion the examiner immediately palpated the pulse and listened to the 
heart sounds. Regular recurring extrasystoles were clearly present. 
It was decided to record these on the electrocardiogram immediately 
and the instrument was connected in the regular way to the patient. 
Feeling that the patient would be more comfortable if allowed to lie 
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flat instead of with her legs propped up for a pelvic examination the 
examiner instructed his assistant to adjust the table so that the patient 
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Fic. 1. Continuous Strip or Leap II or tHe ExvecrrocarDioGRaM 
Ia. The patient was in normal position of recumbency 
Ib. The patient was placed in position for the pelvic examination 
Ic. The patient was placed in normal position of recumbency. 


might do so. Immediately however to the examiner's surprise the 
extrasystoles disappeared. (Fig. 1a shows the tracing obtained at 
this time.) The electrocardiogram was temporarily turned off and 
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the patient was again placed in the position for pelvic examination. 
The examiner pretended to put on a rubber glove while his assistant 
was recording the remaining leads. Extrasystoles immediately re- 
curred (as shown in the Fig. tb). Once more the patient was placed 
in a completely recumbent position and again the extrasystoles ceased 
as shown in the third portion of the tracing (Fig. 1c)). The re- 


Lead 
Lead 


SUCCESS 


old dead _Ti CF) 

Fic. 2. Continuous Strip or Stanparp Four Leaps or THe ELecrrocarDIOGRAM 


Patient was in position of normal recumbency 


mainder of the regular four leads of the electrocardiogram were taken 
in the latter position and no extra beats were recorded (Fig. 2). 

The examiner repeated the experiment several times without the 
electrocardiographic tracings and each time the extrasystoles appeared 
when the patient was placed in the position for vaginal examination 
and disappeared when she was allowed to resume a relaxed, supine 
position. The history had already given a clue that the heart attacks 
were associated with the patient's sexual life. The examiner had 
purposely deferred any discussion of this matter until the examination 
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was completed. The new developments, however, were such as to 
make it imperative to make inquiries into the history. Her childhood 
background was obtained. She came from a very strict family. Mas- 
turbation commenced at an early age and was practiced regularly. 
She had never quite overcome her feeling of “‘guarding her virginity 
with her life’’ as she had been taught by her mother. The patient 
then stated that the question of sexual relations had been a serious 
problem almost from the beginning of her marriage. Her husband 
practiced coitus interruptus from which she derived no pleasure. 
Intercourse soon became very distasteful to her, so that within a few 
months after marriage she had a pronounced antipathy to it. At the 
same time she had some phantasies of sexual satisfaction from other 
men. 

Nine months after the first examination the patient was asked to 
return to the office jor a re-examination. She reiterated the story that 
she had no desire for sex relations since the birth of the baby. _Inter- 
course was resented and she performed the act asaduty. She explained 
again that she had been taught not to talk about such things and 
therefore could not discuss the situation with her husband. 

Since the previous office visit, an abscessed tooth had been extracted. 
Her heart had ‘“‘hardly skipped at all since,"’ but she had been unable 
to gain any strength. 

The results of the re-examination are shown in the second series of 
electrocardiographic tracings.* 

The electrocardiogram taken in normal recumbency with the legs 
together is shown in Fig. 3. With the electrocardiograph in opera- 
tion, the patient was placed in the position for pelvic examination. 
Fig. 4 shows the rapidly recurring extrasystoles. The patient was 
then replaced in normal recumbency and the extrasystoles promptly 
ceased, as shown in the last six beats of the very irregular portion of 
Fig. 4 and in Fig. 5, when the ‘sexual position’’ was relinquished. 

The examiner then attempted to reproduce the extra beat phenom- 
enon by manual stimulation of the rectum and vagina. Another 
electrocardiographic tracing was made, the first portion of which 

Fig. 61) shows the extra beat obtained during the rectal examination 


* Ic should be added that careful examination of the urine, blood, basal metabolic rate, 


teeth and roentgenological examination of the skull and chest were made, all of which 


were negative 
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with the patient on her back in the position for pelvic examination. 
The second portion of the tracing (64) was made during rectal exam- 
ination with the patient on her left side. Tracing 66 was made during 


Fic. 3. Sranparp Leaps or THE ELectrocarDIOGRAM 


A continuous strip, taken g months after the picture in Fig.2. The patient in normal 
recumbency. 


vaginal stimulation with the patient on the left side. Tracing 6c shows 
the tracing obtained with the patient on her left side with no perineal 
stimulation. The long strip of tracing 6d which shows no extra 
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Fic. 4. Continuous Sraie or Leap II or tHe EvecrrocarpioGramM. Tue Patient Was 
Postrton ror Petvic ExaMinaTION 
The very irregular portion where the base line varies in the first part of the tracing is 
due to body movement at the time the patient was assuming the examining position. 
In the second part of the tracing the base line left the recording paper during the begin- 
ning of the pelvicexamination. The remainder of the tracing was made during the period 
of vaginal stimulation and the subsequent resumption of the normal position of recum- 


bency with the legs together 


Fic. 5. Continuous Sreie or Leap II or 


The patient was in the normal position of recumbency 
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systoles was made with the patient in normal recumbency with the 
legs together. On the 85th beat one extrasystole occurred in 163 


beats. 


Fic. 61. Contirnvovus Strip or Leap II or tHe ErecrrocarpioGRaM 


The first portion represents rectal examination, with the patient on her back. 

6a. Rectal examination, left recumbency. 

6b. Vaginal stimulation, left recumbency. 

6c. No stimulation, left recumbency, prompt cessation of extrasystoles. 

6d. No stimulation. Patient in normal recumbency. Two isolated extrasystoles 
occurred. One in the first 163 beats (85th beat). 


A year later the patient was again asked to come for re-examination 
and gave the following history. She had practically no symptoms 
now. She was trying to get more out of her sexual relations with her 
husband, that is, making greater effort to obtain physical pleasure. 
She had not, however, had an orgasm. Another electrocardiographic 
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Fic. 6I1V 
For legend, see fig. 61 


tracing of a continuous strip of 40 feet in various positions and repeti- 
tion of the previously successful maneuvers showed a complete dis- 
appearance of all the extrasystoles. 


DISCUSSION 

Extrasystoles may be caused by many agents which act as an ab- 
normal stimulus to the heart muscle. Prominent among these are: 
bacterial toxins, chemical poisons, internal diseases, tobacco, tea, 
coffee, alcohol and certain drugs in susceptible persons; stimulation 
of the cardiac nerves, the para-sympathetic in the neck (vagal),' or of 
the para-sympathetic and sympathetic centers in the interbrain by 
cerebral lesions or experimentally by stimulation of these centers in the 
hypothalamus.” 

Although extrasystoles are common in heart diseases, it does not 
follow that people who have ventricular extrasystoles have heart 
disease. Physiological activities such as over-exertion, excitement, 
forced respiration and holding the breath may induce such beats. 
McKenzie* has pointed out that the diagnosis of heart disease rests 
less on the presence or absence of extrasystoles than on other evi- 
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dences. The extrasystoles are of clinical importance only as related 
to the proof of the presence of myocardial damage, the activity of 
chemical, toxic or physiological stimuli and as related to the symp- 
tomatic discomfort, either mental or physical which is produced. 

In spite of the generally accepted view, however, numerous authors 
have pointed out that extrasystoles may be of ‘“‘nervous’’ origin. 
Wenckebach and Winterberg* found no pathological changes in 55 
per cent of 278 patients with extrasystoles. Fleisch noted that two- 
thirds of a large number of candidates for examination showed extra- 
systoles during the examination. Changes in the electrocardiogram 
under emotional influence are reported according to Dunbar® by a 
number of authors.?~" Of course, paroxysmal tachycardia (the 
palpitation from which this patient presumably suffered prior to the 
development of the extrasystoles) has long been recognized to be 
largely psychogenic in origin. One can scarcely imagine a more 
mono-symptomatic organic repetition of anxiety. 

In addition to this there have been numerous articles by psychiatrists 
and cardiologists discussing the psychological factors in cardiac 
disease. Nevertheless, the literature remains remarkably barren of 
specific statements as to the meaning of the cardiac symptoms.* In 
this case it would seem to be diagrammatically clear that sexual inter- 
course or any approach to her genitalia produced in this woman a 
state of anxiety which instead of being registered consciously was 
acted out, as it were, by the autonomic nervous system in the form 
of cardiac irregularity. It is not unreasonable to assume that many 
cases of clinical cardiac disturbance are the result of clinical anxiety. 
How often this anxiety is related to fear connected with sexual rela- 
tionships is of course entirely conjectural. 

Why this particular patient should have reacted with anxiety to 
genital and rectal stimulation and to direct sexual activity is by no 
means clear. The case was not studied psychiatrically. If one may 
judge from similar cases, it would be fair to postulate that by this 
woman sexual pleasure was held to be something exceedingly dan- 
gerous, not consciously, of course, but unconsciously—an interpreta- 
tion or conditioning experience of childhood the logic of which was 


* One of the authors (K. A. M.) with his brother CW. C. M.) attempted to do this 
in a brief article, ‘‘Psychoanalytic Observations in Cardiac Disorders,’ Am. Heart J., 
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no longer acceptable to her conscious intelligence but which still 
determined her autonomic responses. Such a condition is by no means 
unfamiliar in the experience of both internists and psychiatrists, 
although it is unusual that the symptoms of acute anxiety should be 
so definitely limited to the disturbed function of a single organ. What 
is most unique in this case is the occurrence of which might be called 
experimental repetition of the disturbed organic response to anxiety. 
It is almost as if the case permitted laboratory proof of the connection 
between sexual stimulation and the pathological cardiac symptoms of 
anxiety. And it should be emphasized that these anxiety symptoms 
were more than the acceleration of the heart rate which, within limits, 
is regarded as physiological. 

In the interest of clarity with respect to the application of the 
instinctual theory to organic illness in which the emotional content 
is discernible, it should be pointed out that an anxiety which goes 
beyond physiological manifestations is an anxiety which is already 
to that degree self-destructive in its effect. This means that the 
anxiety is determined by more than those impulses which arise as a 
defense mechanism. It should not be forgotten that the pathological 
element in anxiety derives from the hostility which stimulates it and a 
part of this hostility is absorbed by or directed into defense measures. 
In other words, according to the oldest and now generally abandoned 
psychoanalytic theory of anxiety, the sexual feelings which genital 
manipulation should have aroused in this woman were “‘converted"’ 
into the anxiety which is expressed by the heart symptoms. One 
trouble with this theory is that it would not explain why these heart 
symptoms should have been pathological ones instead of only physio- 
logical ones. A later, and what the present authors believe to be a 
transitional, theory was to the effect that the anxiety aroused fear, 
and the fear overwhelmed the normal cardiac mechanisms. In terms 
of what seems (to the authors) to be the present-day stage of the 
theory, the anxiety connected with the sexual stimulation contained 
an element of hostility; the whole sexual act was probably heavily 
invested with unconscious hostile elements. Consequently, the 
stimulation of the sexual organs resulted in a coincidental stimulation 
of hostility which in turn gave rise to and was merged in the feelings 
of anxiety, and both the fear and the hate were then expressed auto- 
plastically. If this theory seems more cumbersome, it can only be 
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said that it more accurately and definitely accounts for all of the 


phenomena observed. 
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THE PSYCHIC PRESENCE 
By Epoarpo Weiss, M.D. 


The term ‘‘psychic presence’ relates to a psychological phenom- 
enon which is very familiar to us. I shall not offer any original data, 
but I think it would be of both practical and theoretical interest to 
discuss the conflicts between the super-ego and the ego and id from a 
new point of view. An understanding of the phenomenon which I 
have called the psychic presence will provide this new point of view. 

Among the chief tenets of psychoanalysis is the dynamic conception 
of psychic events, on which Freud lays such great stress. And, among 
the dynamic phenomena, the conflict between the id and the super- 
ego such that the ego is affected by contrary impulses of the id and the 
super-ego is certainly of the greatest practical importance. I shall 
not enumerate the great number of studies made by many psycho- 
analysts upon various types of conflict between these two psychic 
forces upon all sorts of issues of these conflicts and upon the impor- 
tance of the sense of guilt which is responsible for neurotic suffering. 

In psychoanalytic practice we do not talk to the patient about the 
“id’’ and the ‘‘super-ego’’. He can derive no benefit from such theo- 
retical explanations. We lead him, step by step, to grasp memories 
of conscious conflicts, memories of his being afraid of those authorita- 
tive persons who shaped his super-ego. We make the patient aware 
of the relations between present psychic situations and old situations 
in which the ego was drawn into a conflict. The patient must be 
able to feel the conflict intimately; he must be able to connect it, by 
feeling, with the old situations. Freud said that the pacient’s com- 
prehension must descend to the same psychic level upon which the 
conflict originally developed. Otherwise the comprehension does 
not meet the phenomenon, because different psychic levels are involved. 
There are two kinds of knowing, one of which—theoretical knowing— 
cannot influence the unconscious process. Only emotional knowing 
can effect real changes. 

Our psychoanalytic aim must be to raise deeper and deeper levels 
to the consciousness of the patient. This is possible only by degrees, 
by disclosing one psychic stratum after the other. There are conflicts 


177 


| 
. 
= 
| 


178 EDOARDO WEISS 


of which the patient is fully aware, as for instance when a real danger 
opposes the satisfaction of one of his wishes. The dangers which 
threaten from the outer world produce the child's first conflicts. The 
inhibition of many impulses by dangers threatening from the outer 
world which in the child come mostly from the parents is very im- 
portant to adults, too. Freud in his book Civilization and Its Dis- 
contents referred to this fact as follows: ‘In a little child it can never 
be anything else, but in many adults too it has changed only insofar as 
the larger human community takes the place of the father or both 
parents. Consequently such people habitually permit themselves to 
do any bad deed that procures them something they want, if only they 
are sure that no authority will discover it or make them suffer for it; 
their anxiety relates only to the possibility of detection. Present- 
day society has to take into account the prevalence of this state of 
mind.*’ 

The conscious psychic conflicts between strong desires and the fear 
of real dangers from the outer world, the conflicts which the individual 
himself describes, were known long before psychoanalysis. In these 
cases the ego knows both of the psychic factors of the conflict—the 
desire on the one hand, the fear of dangerous consequences, on the 
other. It is also well known that there are psychic conflicts which are 
conscious to the individual, but in which the inhibitory factor does 
not depend on a danger from the outer world. Conscious conscience- 
conflicts are of this type. These are the conflicts between temptation 
and conscience which so many novelists and dramatists have described. 
Many opponents of psychoanalysis refer to this kind of conflict in 
criticizing Freud. They would demonstrate that conscience-conflicts 
do not provoke neuroses and that in many neuroses conscience-conflicts 
are not to be found. They do not grasp Freud's conception of the 
conflict between a conscious and an unconscious force, or between two 
unconscious forces. 

Passing over this great misunderstanding, however, we know that 
psychoanalysis can penetrate to the deeper origin of the conscience, as 
it appears to the ego. In many cases a conscious internal conflict 
depends on erroneous prohibitions of the conscience which strangle 
the instinctual life without any reasonable justification. Sometimes 
the individual feels guilty because of deeds which are in no way socially 
objectionable. In these cases the psychoanalyst has to break down the 
erroneous patterns, which are the precipitates of old bonds of affection 
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to the guides of childhood. But the adult does not know any more 
where he has received these moral conceptions which have become his 
own and which he now defends by rationalizations. 

Let us now consider in what way these acquired opinions may still 
reveal themselves even though the ego not only supports them no 
longer with reasoning but even consciously repudiates them. We 
shall see that in all these cases there appears a phenomenon which also 
occurs where one yields to a temptation by transgressing the exigencies 
of the conscience. The adopted opinion takes the shape of a prohibit- 
ing figure whose image besets or haunts the ‘‘guilty’’ person. This 
imagined or even hallucinated person may be actually confused by the 
guilty ego with the real person, with the belief that this imaginary 
person persecutes him. An example will explain my point. 

A young man succeeded in convincing himself that under certain 
circumstances it would not be reprehensible to defraud the public 
treasury of some money. [| will not dwell on his reasoning, permeated 
by such rationalizations as that he did not damage anyone's interest 
by his action. We know how an individual tries to get rid of the 
inhibition of his own conscience in order to be able to commit a 
forbidden deed, by explaining it away, and we know that the psycho- 
analyst has to analyze the hidden meaning of the committed deed 
because it does not always represent the original unconscious motives. 
Here we shall consider only the inhibitory factor. The young man 
thought he would be able to commit the crime without a sense of 
guile—that is, without a bad conscience. While he was arranging 
the details of the theft, the reproachful image of his father appeared 
in his mind with almost hallucinatory vividness. He thus became 
aware of his own feeling of guilt which he had wanted to ignore. 
He then became very confused in his relationship with his actual 
father, as if the earlier image of his father watching him had merged 
with the real person of his father, although the latter knew nothing 
of the theft. 

I have called such images which pursue the guilty person ‘‘psychic 
presences.’’* The clinical analysis of such instances and the corre- 
sponding metapsychological inquiry lead to the most interesting con- 


* 1 am aware that pleasurable images or “‘psychic presences’’ also are common. But 
these are acceptable to the ego and are a part of ordinary thinking. They do not ap- 
pear unwanted, in spite of the ego, as does the kind of psychic presence with which 
this paper is concerned. 
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siderations, permit us to understand the meaning of many dream- 
images, and, finally, provide us with valuable instruments for analytic 
intervention. I shall restrict myself in this paper to some types of 
their appearance. 

Artists have frequently exploited the phenomenon of the psychic 
presence. In pictures, dramas and novels the guilty person is repre- 
sented as being tortured by the vivid image of the injured person. In 
motion pictures this phenomenon is sometimes represented by a 
kaleidoscopic succession of reproachful faces of the persons whose 
esteem and love the guilty person cannot dispense with. Very often 
in actual life the psychic presence is intensified when the guilty person 
looks at a photograph or picture of the offended or murdered person. 
Many times we can see that a person who feels guilty behaves toward 
a picture of a loved person in the same way as he would behave toward 
the real person. In the compulsion neuroses this appears very clearly. 
Often the aggressive impulses of one person toward another are vented 
upon the picture of the latter. On the other hand, it sometimes 
happens that a husband or a wife cannot “‘betray”’ the partner in the 
presence of his or her picture. I remember a picture in a humorous 
magazine in which a woman allowed a man to kiss her, after covering 
the eyes of her husband's picture on a nearby table. 

Murderers often feel haunted when awake as well as in dreams, by 
the image or even by the hallucination of the murdered person. Such 
visions or apparitions are terrifying to a high degree. We think for 
instance of Macbeth's vision of Banquo whom he had ordered to be 
killed. A more interesting case of this kind is beautifully described 
by Emile Zola in his novel Thértse Raquin. Laurent and Thérése kill 
Camille, the husband of Thérése, and are married. But the image of 
the victim forces itself upon their minds in such a horrifying way that 
the love is completely extinguished. They cannot live together any 
more. Whenever Laurent, who is an artist, returns to his painting, 
all the faces in his pictures, even those of Roman warriors, those of 
virgins with halos, even animals, take on the features of Camille. 
The guilty painter cannot master his hand any more; it is compelled 
to paint only the victim. This ineluctable image becomes almost an 
hallucination and the terror caused by it becomes so unbearable that 
both Thérése and Laurent end their lives by suicide. 

We have mentioned as examples so far only the intuitive creations of 
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artists. But sometimes it happens in reality that a murderer surrenders 
to the authorities, even after a lapse of many years, because he is 
driven to do so by the “‘ghost’’ of his victim. 

Let me now cite some examples of “‘psychic presences’’ in the waking 
state and in dreams. I shall then allude to some derivatives or intel- 
lectual elaborations of these presences. 

A boy of twelve when dreaming was sometimes aware of the fact 
that he was dreaming. Once he thought he could satisfy his strong 
and unbearable sexual longings in these dreams. He could assault 
sexually the women he met in the dream without any danger, if only 
he were aware that he was in a dream world. And, indeed, he some- 
times found himself dreaming and not only knowing that he was 
dreaming, but also remembering his purpose of utilizing the situation 
to satisfy his sexual desires. Once a woman appeared to him in the 
dream, but as he set about to approach her with aggressive sexual 
aims, his mother appeared to him at the same time, staring at him in a 
reproachful manner, exactly as she used to stare at him in his in- 
fancy when she discovered in the morning that he had wet the bed. 
The appearance of his mother in the dream inhibited him in his sexual 
intentions as if she had been real, and not a part of his dream. But 
when he awakened he became angry with himself for having ignored, 
in the dream, the fact that the mother was as unreal as everything else. 
The mother-image with the super-ego function was a reality to him. 
The patient's feeling, in the dream, that the mother was real and that 
she represented a real danger, was valid insofar as the internal factor 
represented by the dream-mother was a real factor. And this real 
(psychic) factor existed also in the waking state and had an inhibiting 
and punishing function just as did the dream-mother. 

There are many forms of psychic presences and of secondary elabora- 
tions of them. To illustrate: a girl who was persuaded by friends to 
go into a place of low repute thought, while going there, that she 
heard the voice of her crying mother. The psychic presence revealed 
itself, in this case, in an acoustical way. Sometimes the psychic 
presence reveals itself only in a succeeding dream which refers clearly 
to the respective situation of the day before. 

In the waking state (never in the dream) the psychic presence can be 
replaced by an intellectual elaboration of it. The most important 
elaboration is the disguise of the ‘‘psychic presence’’ in a conditional 
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thought. The guilty person says for instance, ‘‘I am worried about 
having done that, because my father or somebody else might be grieved 
by it, or become angry at me or even cease to love or esteem me, if he 
knew of it.’" The conditionality of this sentence is purely formal, be- 
cause the guilty person expresses himself like that, even if the father or 
the other person is dead. It is only a compromise between the psychic 
presence and the reality which denies the material presence of the 
grieved person. But we see in this phenomenon how right Freud is 
in emphasizing psychic reality 

This phenomenon is of great practical importance in psychoanalytic 
treatment. How can weexplain it? In studying the formation of the 
super-ego in the child, we can distinguish roughly three states of 
its development: (1) the first conflict of the little child comes from 
danger, caused by real objects; (2) in the second phase the child feels 
inhibited in the expression of the disapproved impulses by his recol- 
lection of his parents; and (3) later, little by little, the object-image is 
introjected and thereby shapes the super-ego. We see now, that in the 
phenomenon of the psychic presence the super-ego formation regresses 
to the second phase of development in which the guilty child is worried 
by his image of the prohibiting authority. But I know very well that 
this phenomenon is not completely explained by the regression to a 
former phase. The victim does not always represent the super-ego. 

As to the practical value of the phenomenon in psychoanalytic 
treatment, we find that a guilt-feeling reduced to the form of a ‘psychic 
presence’ is promptly acknowledged by the patient as such, and he 
thus has a definite impression of the disturbing factor. We know also 
that the described regression of the super-ego indicates a tension in the 
relation between the ego and super-ego. Such tension can be created 
by different circumstances, one of which is a violation of the rules 
prescribed by the super-ego, or by the conscience. These acts of 
violation can become dangerous to the patient's equilibrium. Some- 
times such an outrage to the super-ego may be produced by the psycho- 
analytic intervention itself and the psychoanalyst must then proceed 
more carefully and at the same time know how to utilize the incident 
so that the patient may realize the factors in his conflict. 

An example of this occurred in a young woman patient who dreamed 
that she met two nuns. One of them pointed to her breast on which 
there was a very ugly beast. All associations led to the sexuality of the 
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patient who had been educated in a very strict religious manner. The 
beast symbolized the nun's conception of sexuality, which the patient 
had adopted as a part of the pattern of her own super-ego. I tried, 
carefully, to convince this patient that her derogatory opinion of 
sexuality was not in accordance with its real nature. She began to 
accept sexuality, but then dreamed that she was in her parents’ room 
with them. Suddenly the door opened and I entered without knock- 
ing. I had a horrible expression on my face; I looked like a monster; 
everybody was frightened. This dream showed clearly that I had 
caused in the patient too high a tension. I became still more cautious 
in my efforts to correct the patient's prejudices against sexuality. 
Gradually she understood more and more the origin of her misconcep- 
tions. A month later she dreamed that she was in my office and that 
her father entered. He was dressed like a jailer of the middle ages. 
We see that she already accepted the analytic conception and from this 
new point of view the father now appeared to her as a person from 
whom she wanted to detach herself. 

Our studies also lead us to consider dreams of the death of parents or 
other near relatives from another point of view than the usual one. 
It is true that such dreams contain the wish to eliminate these persons. 
But if we recognize that these persons correspond to certain dangerous 
conceptions of the dreamer we can recognize at the same time that the 
elimination of these unfavorable opinions and conceptions is an ad- 
vantage for him. When a patient dreams of the death of his father or 
mother from whom he must detach himself in order to acquire his 
psychic independence, it is a favorable sign. We must add that the 
advantage can be achieved only when he does not suffer in these dreams. 
If he were desperate it would mean that he was still unable to rid him- 
self of this bond. 

Thus we see that the intrapsychic conflict between the ego with its 
instinctual strivings (id) and the super-ego may be dramatized in 
dreams and in waking life through the appearance of the “‘psychic 
presence’. I have tried to show, by drawing instances from clinical 
material, from literature, and from human experience, in what differ- 
ent ways this psychological phenomenon manifests itself. By utiliz- 
ing this concept of the psychic presence, many otherwise puzzling 
dreams and reactions of patients become illuminated with under- 
standing. 
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OUTPATIENT TREATMENT OF SUB-ACUTE SCHIZOPHRENIA 
By Hanrorp L. Auten, M.D. 


Few questions in psychiatry are more difficult to answer definitively 
than that of the prognosis in schizophrenia. It is well known that 
some cases recover without treatment and that others fail to recover 
in spite of the most intensive and varied treatment. To ascribe the 
recovery of any particular case to the specific treatment administered 
involves a vast number of fallacies. It is this that makes the evalua- 
tion of various treatment methods for this condition so difficult. 
Statistics concerning such improvements are therefore extremely 
unreliable, and it would seem to be scientifically more sound to rely 
upon impressions and the analyses of individual cases than to draw 
conclusions from statistics. 

For this reason the author states only as his impression and that of 
his colleagues that psychotherapeutic methods, combined with an 
environmental readjustment, are frequently responsible for the ameli- 
oration of incipient or even well developed schizophrenic psychoses, 
and this is our method of choice. How much credit to give the en- 
vironmental modifications (the milieu treatment) and how much the 
psychotherapy is very difficule to decide. Light would seem to be 
thrown on this problem by those cases in which, for external reasons, 
it is impossible to provide the ideal milieu treatment, and total re- 
liance has to be placed upon psychotherapy. When in such a case 
definite improvement follows, one is justified in the assumption that 
the potency of the unaided psychotherapy is to some extent demon- 
strated, and an examination of the probable dynamics of the psycho- 
therapeutic process would seem to be justified from the point of view 
of improving our technique of dealing with schizophrenia. 

The subject of this case report is a 16-year-old girl. Her mother 
had been the indulged, self-willed baby of a large family and had 
nagged her peace-loving husband, the patient's father, throughout 
their married life. The patient's two older sisters were 11 and 13 
when the patient's mother discovered her third pregnancy. She was 
greatly annoyed at the prospect of another child, and reacted by violent 
outbursts of temper, threats of suicide and unsuccessful attempts to 
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produce an abortion. After the patient was born her mother insisted 
that she would never wean her and continued to nurse her until the 
patient refused the breast at the age of 16 months. Speech, walking, 
and sphincter training were but slightly delayed and, except for the 
temper-tantrums with which she secured indulgence of all her wishes, 
the patient seemed normal until, at the age of 4, she seemed to suffer 
excessively severe, prolonged pain while recovering from a fractured 
clavicle. 

During the patient’s school years, her mother visited the school 
several times each week in order to demand special privileges, attention 
and concessions for the child. At home, however, the mother proved 
to be a martinet, spending hours each afternoon and evening drilling 
the assignments into the patient’s memory, or telling her if she did 
not do well in school no one would like her. While her grades were 
never high, they were always passing and she progressed at a normal 
rate until she reached the 8th grade, where her teacher felt there was 
no use spending time on her, and refused to sign the diploma which 
would have permitted her to enter high school. 

She had had only one friend during her childhood, a girl of her own 
age who had died of scarlet-fever when they were both about to years 
old. The patient has never been known to mention her friend's name 
or to speak of her since that time. The only other contact she had 
with persons outside of her home was with the members of the club 
of church women to which her mother belonged. 

During her last two years in school as well as during the two years 
she was at home after leaving the eighth grade, it became increasingly 
apparent to the patient's sisters that there was something radically 
wrong in her behavior. She had never had a wide sphere of interests, 
but that which she did have seemed to be constricting rapidly, until by 
her fifteenth summer she would do nothing without pressure except 
lie on her bed and look at pictures of two movie actors by the hour. 
After her mother began to overhear the patient ‘‘talking’’ to them, she 
agreed with the sisters that the symptoms warranted a diagnostic 
study. Up until this time she had insisted that nothing was wrong 
with the patient, in the face of a growing feeling in the community 
in which they lived that the girl was very ‘‘queer,"’ and had rejected 
all suggestions that her condition warranted an investigation, de- 
claring that nobody was going to take her baby away from home. 
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The patient was examined at the Mayo Clinic, where it was recom- 
mended that she be brought to the Menninger Clinic for further study 
and treatment. Examination here confirmed previous reports that 
there was nothing noteworthy in her physical condition other than 
a myopia and a chronic tonsillitis, and established a diagnosis of 
schizophrenia. 

It was possible to establish good rapport with the patient during the 
psychiatric physical examination, and as a result of this the patient 
told the examiner that ever since she had been six years old her mother 
had told her if she masturbated she would ‘‘go crazy’ and the Devil 
would come and take her to Hell. She had been well informed as to 
what Hell was supposed to be like, and was considerably worried 
about the predictions. As she told of this, she pulled at her hair 
until the examiner asked her why she was doing so, whereupon she 
began to masturbate openly, with furtive glances at him. After she 
had observed that he made no comment, she said that since she had 
started to school the little boys of the neighborhood had been putting 
their penises into her and that she liked this because it showed that 
she was loved. She said that best of all was when the two movie 
actors put their penises into her, and that she wanted to go to Holly- 
wood so they could do so oftener. She spoke in a thin, whining 
whisper, with little spontaneity, but without hesitation when ques- 
tioned .* 

Her illness was diagnosed as sub-acute hebephrenic schizophrenia, 
and it was recommended that she enter the Southard School for the 
complete readjustment in environment which could be effected there. 
Since her mother peremptorily refused to hear of any separation, they 
were permitted to return home with instructions that the sister ac- 
company the patient on future visits. 

The patient returned with her sister in about four weeks for another 
interview. The diagnostic interviews appeared to have had some 
therapeutic effect, for she had begun to show increased interest in 
things and more pride in her personal appearance, and had been receiv- 
ing less attention from her mother. Her appearance at that time was 
definitely improved, but she asked the same questions as before and 


*At this time the examiner was of the opinion that her story of intercourse with 
little boys might not be fantasy. Subsequent interviews have made him inclined to 
believe that the whole thing was a fabrication, but he still does nor feel sure. 
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again masturbated, exhibiting herself to the examiner. She also 
drew some simple sketches representing male and female figures having 
intercourse. When she was asked when she would like to return, 
she set a date five weeks in advance. 

Since the initial examination she has been seen nine times altogether 
at intervals of three to four weeks, and has made definite, steady 
progress after each of the visits. At each visit the examiner inter- 
viewed the sister also, obtaining a report on the patient's behavior 
and giving her specific instructions for managing the patient. The 
sister carried these out faithfully, in spite of the mother’s interference. 
The patient has not had a temper-tantrum for many weeks; she now 
calls on other children, usually girls 3-4 years younger than herself, 
does the family marketing, reads the newspapers and is generally re- 
garded by her fellow townspeople as having improved to a remarkable 
extent. 

Her preoccupation with Hell and with a certain movie actor con- 
tinues, and she has volunteered the information on several occasions 
that her mother has cautioned her against telling anything to the 
physician. She says, however, that she thinks her sister knows more 
than her mother and that she does what her sister tells her to. Hence 
she can talk without restraint. 

In this statement the patient gives us the clue as to the probable 
explanation for her improvement. Her sister, an unusually intelligent, 
intuitive young woman, has been encouraged in her feeling that the 
patient must be weaned from her mother’s over-protective and am- 
bivalent attitude by our support, and has taken every opportunity to 
strengthen the patient's feeble self-reliance and to weaken her de- 
pendence upon her mother. The patient has been developing a 
stronger identification with her sister, which seems to be making it 
possible for her to break the old dependence upon her mother, and she 
has formed a transference toward her physician, apparently because 
he represents an authoritative, yet uncritical figure who has been able 
to help her verbalize many of her anxieties. By working out solutions 
of these problems she has been finding even more gratification than 
she had derived from her former preoccupation with various phantasied 
love affairs. 

There are many emotional conflicts still to be worked out in this 
girl's illness, and with all that can be done in such psychotherapy, her 
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chances of achieving a normal adult adaptation to life appear to be 
very remote. However, it is of great significance to note that, despite 
the continued efforts of her mother to sabotage the therapeutic plan, 
a definite program of presentation of more satisfactory forms of emo- 
tional gratification, without criticism of the primitive and phantasied 
gratifications through which this patient had managed to make life 
tolerable for herself, is bearing fruit. This improvement offers some 
encouragement for other similar cases in which it is not possible to 
combine institutional care with the psychotherapeutic interviews. 
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generative brain disease (ab. ), 96 


Hypochondriacs, reaction to examina- 
tions, 77 

Jelliffe, S. E., and psychosomatic medicine, 
106, 

Marx, vs. Freud (ab.), 96 


Medicine, and cults, 143-147 

Melancholia, involutional, and metrazol, 
122-125; psychiatric observations, 
122-125 

Mental Hygiene, Southard School Insti- 
tute, 157-159 

Metrazol, use in involutional melancholia, 
122-125 

Muscular atrophy, genetic features in 
Charcot-Marie-Tooth type, 88-91 

Neuritis, peripheral, 1-13; anatomy and 
physiology, 1-2; classification and 
etiology, 3-12; from chemical agents, 
7-8; from deficiencies, 10-11; from 
metallic poisons, 4-6; from metabolic 
disorders, 11-12; from trauma, 3-4; 
multiple, 4; meuronitis, g-10; symp- 
toms, 2-3; toxic or infectious, 8-9; vas- 
cular origin, 12 

Neurotic character reactions, to 
ination, 78; to frustration 59 6 

Nursing education, psychiatry in (ab.), 68 

Oligodendrogliomas, 71 

Paranoid character reactions, to examina- 
tion, 76 

Phantasy, in children's death ideas, 151, 
153-155; in maladjusted children, 


exam- 


> 

Physical therapy, psychological aspects 
of (ab.), 68 

Post-graduate course in neuropsychiatry, 
65-66 

Primitive thinking, in cults, 140-142 

Psychiatric patients’ reactions, to examina- 
tions, 73-81; to frustration, 44-63 

Psychiatry, in education (ab.), 

Psychic presence, 177; artists’ use of, 180; 
elaborations of, 181; in dreams, 181; 
in waking state, 181 

Psychoanalysis, and brain disease (ab.), 
68; and gynecology, 113-119; in 
alcohol addiction (ab. ) 68; in homo- 

111; of dreams, 129-138 


nursing 


sexuality, 110 


' 
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Psychogenesis, of somatic disease (ab.), 
128 

Psychosomatic medicine, 106-107; work 
of S. E. Jelliffe, 106 

Psychotherapy, in acute paranoid schizo- 
phrenia, 97-105; in dramatics, 20-26; 
in children, 82-87 

Residencies in neuropsychiatry, 191 

Schizophrenia, psychotherapy in acute 
paranoid case, 97-105; reaction to 
examination, 75, So; reaction to 
frustration, 57-58; sub-acute, our- 
patient treatment of, 184 

Somatic disease, correlations with un- 
conscious repudiation of femininity in 


women, 106-122; psychogenesis of 
ab.), 128 

Southard School, mental hygiene institute, 
157-159; phantasies of maladjusted 
children in, 27-35; psychoanalytic 
Orientation of, 82-92 

Spongioblastoma multiforme, 71-72 

Superego, conflict with ego and id, 177; 
development, 182; origin, 182 

Therapists, at Southard School, 84; duties 
of occupational therapist in a psychi- 
atric hospital (ab.), 128 

Therapy, educational, in mental hospital 
ab), 128; individualization of (ab.), 
128; occupational, 85; play, 86 


RESIDENCIES IN NEUROPSYCHIATRY 


The Menninger Sanitarium is receiving applications for 
residency appointments beginning January 1941. Minimum 
requirements for candidacy are graduation from an approved 
medical school and completion of an internship in an approved 
hospital. Candidates with psychoanalytic training are given 
preference, but this is not a requirement. 

Residency training includes personal and group instruction 
by the senior staff members, and the residents are eligible 
to attend seminar discussion groups, staff conferences, the 
sessions of the postgraduate courses for nurses and for 
physicians, and class work in psychology, neurology, neuro- 
pathology, psychiatry, child psychiatry, and psychoanalysis. 
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